DEFPARTMENT OF PUBLIC HEALTH ANO WELF {W
i i i i il District No. -_%3 2_Rathrlrl Ne. _____g

Registration District No, ...
DO NOT WRITE
OM THIS STUB . AMENDED

. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If Institution: Residence before

a. COUNTY V\/ﬂ sh :nq'FO " . SATE p b. COUNTY Nas/_' ’nq_{?’nndmiulon)

b. CITY {If outside carporata limfts, give TOWNSHIP only) Length of stay in 1b c. CITY Inside Limits

TowN Ikonc/a[e 5"’51”‘5- TOWN If-onc{a,/e Yes [ No [

¢. FULL NAME OF (If NOT in hospital, give location) Inaide Limit; d. i ]
e o naide Limirts :IIT)‘I?)E!EELS {If outside, give location) Reslde on Farm

INSTITUTION ”o me ) Yes @ No [ Yes ] No 3~

Vs 300
Rev. 4/ 59

DATE AMENDED

. NAME OF DECEASED Firsr Middle Last 4. DATE Month Day Yeouar

T or print)
e Be rtha L Bovre 4 A Dec . /7, 79¢3

5. SEX 4. COLOR OR RACE 7. Married []  Never Married [J] 18. DATE OF BIRTH | ¥ AGE (last birthday} |IF UNDER 1 YEAR | IF UNDER 24 HR

fFemale White Widowed [, Divarced O | 25~ S FFL] 6 7 Wonths [ Days | Hours [ Min

10a. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and stste or country) | 12. CtTIZEN OF WHAT COUNTRY

duripg m { working life, n if retired) .
__Haﬂéajrt?eum i —/{9 E Caledon ia, , Mo, U.5.4 .

13a. FATHER'S NAME ! 13b. MOTH!;’S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

John Beck Sareh Jeppries Joseph ﬁay@r

15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16, SOCIAL SECURITY NO." ['17. INFORMANT ! Address

Yas, ki ) | (If - dates of it ?“
(Yas, no, eun nown) | { Y“‘E_V_!erﬂf ates of sarvice) A/Oﬂe ZEf)a j&t/efﬁ anc{a /@ MO )

18. CAUSE OF DEATH (Enter only one cavie pcr lina for (a), {b), and (c). INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY QINSET AND DEATH

IMMEDIATE CAUSE (a) (?E'R ERr AL /é[bM p/R/T NMA &£
Condltions, if any, DUE TO / ot /Va-/‘

which gave rise to

sbove cause (a}, A/MW
stating the under-

lying cause last. DUE TO

PART I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminsl PART 11l If decessed was female was
disaase condition given in PART | (a) there & pregnancy in last 90 days.

rﬂ Yas } O Ne l O Unknown
19. WAS AUTOPSY 20a. ACCIDENT  SUICIDE HOMD|C|DE 20b. DESCRIEE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
O Qa .

-
4
L
>3
S
5]
Q
fal

PERFORMED?
YESO NoeO

20c. TIME OF Hour Month, Day, Year
INJURY -~ a.m.
=7 pam.

20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [ farm, factory, strees, office bldg., etc.}
Y NOT WHILE AT WORK ] N

. F P4 -
21. 1 attended the deceas S ,/ / /nz&t‘Zﬂﬁulive on_&gf..;.w.ﬁ—
Death occfrr § / /" m en the date stated above, and to the bast of my knuwledgu from the cauies stated.

22a, SIGNATUI d\_él::ri(/ 5‘7: or titla) 2 / ﬁnnﬁss z E) y}/]/o % /NED

73a. BURIAL, EREMATION, | 23b. DATE 23c. NAME OF FEMETERY OR-CRENMATORY 23d. LOCATION {CHy, Town, or county) F(Stard)

Y /im Dec. 19, 1963 |Caledor o Metsodsst | Caledor o, Mo.

7a. Fqu'!;;(F GIRECTOR ADDRESS 2. DM/C(ECD ayb;a REG. %W B
BPept L. LBoger , Leadwood, Mo . ‘
Fd

71 >
[Ll:ln:ed Embalmar's Sln 1 on wu Side) )

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

USE BLACK INK

SHOULD READ

TYPEWRITER RIBBON

BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

Student Embalmer No.

or by
working under my personal supervision.

Student

Signature of Student Embalmer

i | I Licensed Embalmer N&?/u ﬁ/lh

| P.O. : HK?’J@

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license).

If embatmed by a STUDENT, he also shall sign in his OWN handwriting.

If this bady is not embalmed, fact should be so stated above.




